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Pathways to Care Program

Phone: (740) 517-4400
Fax: (740) 597-9064

CLIENT REFERRAL FORM
Date: ______________  Client Name:  ________________________________________________________________
Address: __________________________________________________________________________________________
Phone:   _______________________________________           Alternate Phone:  ______________________________
Client’s Date of Birth:    

____________________                           Gender:       M         F

Referring Agency: ______________________________________________________  Phone:  ___________________
Reason for Referral: _______________________________________________________________________________
I ____________________________ hereby authorize ________________________________ to make a referral to Integrating Professionals for Appalachian Children (IPAC) and to disclose my and/or my child’s health information, which may include “protected health information,” (“PHI”) as that term is defined by the Health Insurance and Portability Act of 1996 (as amended) (“HIPAA”), to assist in the coordination of health and related social services for me and/or my child.  I understand that IPAC will assign a Pathways Care Coordinator from an affiliated agency and the Pathways Care Coordinator will assist me with the coordination of health and related social services for me and/or my child (the “IPAC Services”).  By completing this form I am authorizing IPAC to access and use PHI related to me and/or my child’s developmental, social, psychological, educational and medical history for the purpose of performing the Pathways Services.   

IMPORTANT INFORMATION ABOUT YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZATION

1.  You may withdraw your authorization in writing (see below) at any time prior to the expiration date except to the extent that your Pathways Coordinator has already taken action in reliance on your prior authorization.  Unless sooner withdrawn, this authorization will expire one year from the date you sign below.

2.  I understand that if I sign this authorization form, I must be provided with a signed copy of it.

3.  I have the right to see any PHI disclosed pursuant to this authorization form if I ask for it.

4.  The PHI that is used or disclosed pursuant to this authorization may be re-disclosed by the receiving entity.  I understand that if the person(s) and/or organization(s) listed above are not health care providers, health plans or health care clearinghouses subject to federal privacy provisions, the PHI disclosed pursuant to this authorization may no longer be protected by the federal privacy standards and such person(s) and/or organization(s) may re-disclose my health information without obtaining my authorization.

5.  I understand that my health care or payment of care will not be affected by whether or not I sign this authorization.

By signing below, the undersigned acknowledges that he/she has had the opportunity to review and understands the contents of this authorization form.  

__________________________________________________          Date ______________________

Signature of client/ legal guardian

_________________________________________________________________________________Printed Name







Relationship, if not client
Please complete the following if this form is signed by the patient’s Personal Representative:

________________________________________________________________

Printed name of Personal Representative

________________________________________________________________________________

Relationship to Personal Representative, including authority for status as Personal Representative

_________________________________________________________________

_________________________________________________________________

Address of Personal Representative

______________________________________
Telephone Number of Personal Representative

_______________________________________________________ Date ___________________ 

Signature of Personal Representative 

_______________________________________________________________________________

WITHDRAWAL OF CONSENT

 I hereby withdraw my prior authorization to disclose and exchange information as previously authorized above:

Date__________________   Signature _______________________________________________

Upon signing this to withdraw prior authorization, please deliver the original signed copy to:

IPAC

P.O. Box 826

Athens, Ohio 45701

Attn: Executive Director

Revised 09-09-13 ddc 

Office Use: 


Managed Care Plan: ________________________





Next Appt. Date and Time: __________________





If pregnant: 


Estimated Gestational Age: __________________





Estimated Delivery Date: ____________________





HUB ID: 	    ____________


Alternate ID:   ____________


Received date and initial:____________________


Assigned to:















